Objective: To identify the prevalence of bullying among women aged 18-23 in 2013, and to describe the demographic characteristics, health and risk factors of those who experienced bullying.
B
ullying is a substantial problem that has gained much attention in recent years. The prevalence of bullying varies depending on age and subgroup, with reported prevalence rates ranging from 7% to 70% for school-aged children 1 and 2%
to 17% for workplace bullying. 2 Research has demonstrated the association between bullying and adverse health behaviours, including alcohol use, [3] [4] [5] [6] illicit drug use, [3] [4] [5] 7 smoking 4,5 and obesity. 8 Experiencing bullying
has also been linked with poor general health 9 and mental health, including depression, 8, 10 suicide ideation [11] [12] [13] and self-harm. 14, 15 Bullying acts as a stressor, which brings about the onset of ill health and, in particular, the disorders a person is predisposed to. 16 Little research has examined the prevalence and impact of bullying in a community sample. 17 Much of the research on bullying has been conducted in selected groups or restricted settings. While there is evidence that being a victim of bullying is associated with poor health and adverse health behaviours, research concentrates on schoolaged children. 3, [6] [7] [8] 14, 18 Although experiences of bullying are less common after the school years, bullying is still experienced into adulthood [19] [20] [21] and past bullying experiences continue to affect the health of victims. 10, 15, 19 Research has been limited by examining bullying among specific samples, such as those drawn from educational 3, [6] [7] [8] 14, [19] [20] [21] and workplace settings. 20, 22 There is a lack of research that explores the prevalence and impact of bullying in a community sample. 17 The current study aims to identify the prevalence of bullying in a population-based sample of women aged 18 to 23 in 2013, and to describe the demographic characteristics, health behaviours and mental and physical health of those who experienced recent and past bullying. Based on past research with specific sub-groups of the population, it is hypothesised that women who experienced recent and past bullying will be more likely to undertake health risk behaviours and to experience poorer general health and psychological wellbeing than women who have never experienced bullying. 
Methods

Participants
Statistical analysis
Descriptive statistics were used to summarise demographic characteristics, health risk behaviours, general health and the mental health of groups of women based on bullying. Chi-squared tests were used to test group differences. Relative risks for each of the health outcomes were calculated using Poisson regression with robust error variances using the GENMOD procedure 33 for recently bullied and women bullied in the past compared with never-bullied women. General health and psychological distress were dichotomised: fair or poor versus good, very good or excellent general health, very high versus high, moderate or no psychological distress. Feeling life was not worth living and deliberate self-harm in the last 12 months were compared with never. In all cases, unadjusted models were fitted first, demographic characteristics were added and finally health risk behaviours were added to determine whether the effect of bullying on health outcomes remained. All analyses were conducted in SAS version 9. Women bullied in the past were also more likely to be smokers (19% versus 13%) and to be overweight or obese (34% versus 25%) than never-bullied women (Table 2) .
Bullied women (recent and in the past) were more likely to report fair or poor general health (27% and 17% versus 10%), very high levels of psychological distress (42% and 21% versus 11%), to feel in the last 12 months that life was not worth living (55% and 30% versus 18%) and to have attempted self-harm than never-bullied women (Table 2) . Recently bullied women had 2.6 (unadjusted) and 1.8 (fully adjusted) times the risk of fair or poor general health than never-bullied women (Table 3) . Recently bullied women had 3.8 (unadjusted) and 2.9 (fully adjusted) times the risk of very high psychological distress than never-bullied women. Recently bullied women had 3.4 (unadjusted) and 2.7 (fully adjusted) times the risk of feeling life was not worth living in the last 12 months and 5.4 (unadjusted) and 4.0 (fully adjusted) times the risk for deliberate self-harm than neverbullied women. The relative risks for all health outcomes were lower for women bullied in the past than never-bullied women, but were still as high as 2.5 (unadjusted) and 2.3 (fully adjusted) for deliberate self-harm in the last 12 months (Table 3) .
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Discussion
The high prevalence of bullying among this broadly representative sample of young women is concerning, particularly given the associations found between bullying and health, health risk behaviours, suicidal ideation and self-harm. To our knowledge, this is the first such study in Australia and underscores the need for urgent action in bullying prevention and treatment.
This study adds to current research by demonstrating strong associations between bullying and health outcomes in a postschool age population. According to the diathesis-stress model, involvement in bullying is a stressful life event, which triggers the onset of conditions a person is predisposed to. Consistent with previous research on non-community-based, younger samples, [3] [4] [5] 7, 8 women who experienced bullying were more likely to undertake health risk behaviours, specifically, to use tobacco or illicit drugs, and to be overweight or obese. Even after adjusting for these factors, women who had experienced recent or past bullying were at greater risk of poor general health, psychological distress, suicidal thoughts and self-harm than those who had not been bullied.
The importance of addressing bullying in schools has been stressed at federal and state level in Australia. One example is the Bullying No Way national campaign, which provides a focus for Australian schools to strengthen the message that bullying in school is not okay at any time. 35 Another example is the rollout of directives in New South Wales for principals to establish anti-bullying procedures in their schools. 36 The impact of these primary prevention programs is not yet known, however, this will be important to measure. Indeed, the results suggest that bullying is associated with leaving education, which is consistent with previous research. 18 Although the exact timing of the experience of bullying is unknown, the relationship between age and bullying suggests that much of the bullying occurred in the past, probably during school years, and that bullying reduces as women reach adulthood. However, not all bullying occurs in the school context and among those aged under 18. Indeed, almost 60% of recently bullied women were aged 18-23. More investigation into bullying and the post-school years is warranted.
Of most concern was the finding that more than half the recently bullied women felt 
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as though life was not worth living, which is consistent with previous research.
11 -13 In addition, one-third of recently bullied women had undertaken self-harming behaviours, in accord with research that has shown that being bullied is related to later self-harm. 37 The results for bullying experienced in the past were weaker than those for recent experiences. However, the risk of poor psychological wellbeing, suicidal ideation and self-harm were still more than 1.5 times that of never-bullied women. A higher prevalence of serious mental health problems was observed for women who had experienced bullying, which remained even after controlling for factors known to increase these outcomes. The results suggest that time is a factor in recovery from bullying but that time alone is not sufficient for full recovery.
The effects of experiencing bullying on mental health appear to be substantial and long-lasting.
General health was poorer among bullied women, with 27% of recently bullied women reporting fair or poor health. This finding is consistent with previous research, which has shown that victims of bullying have increased risk of poor general health compared with those not involved in bullying. 9 The results were weaker for past bullying. However, even after adjusting for demographics and health risk behaviours that were associated with experiences of bullying, the risk of poor general health for women who had experienced past bullying was still 1.4 times that of women who had never experienced bullying. Therefore, the future health of victims of bullying is compromised if there is no intervention. The limited interventions currently available focus on school-aged victims of bullying by treating the immediate psychological symptoms and teaching victims to deal with future bullying interactions. 38 Bullying intervention programs in schools produce only modest positive outcomes. 39 Findings from the current study highlight the need for interventions for those who have already experienced bullying and who may be past school age.
Limitations
Bullying can cover a wide range of behaviours. In the current study, a single item that asked participants if they had experienced bullying was used, which may have resulted in under-reporting. Future research should measure types of bullying to determine whether there are different health impacts by bullying type. It will also be important to assess the longer-term impact of bullying, as well as factors that might mitigate that impact and aid in recovery. Although a response rate could not be determined for this study, comparisons with the Australian Census indicate the sample is broadly representative of women of the same age in the Australian population, with some overrepresentation of more educated women. 24 In addition, estimates of associations have been found to be consistent for populations with different response rates, sampling frames and mode of survey administration. 40 The current study was limited to women and, while the results are compelling, it is important that bullying experienced by males is also examined. Another limitation of this study is that causal inference cannot be drawn. The current study was cross sectional, but is in agreement with other research. This is the first study to use a broadly representative national sample drawn from the community where a wide range of health, health behaviour and demographic variables have been assessed.
Conclusion
With more than one-third of young women indicating they have experienced bullying, the importance of bullying prevention cannot be overstressed. Furthermore, strong associations with health risk behaviours, poor health and life-threatening psychological health problems indicate the need for comprehensive follow-up support programs for women who have experienced bullying. Lastly, the need for more research into the efficacy of existing prevention and treatment programs is warranted to help reduce the prevalence of bullying and to assist in identifying treatments that effectively mitigate the adverse impact of bullying on health and health behaviour.
